Objective: The objective of this study was to evaluate
INTRODUCTION
In New Zealand, as in other high-income countries, unintentional injuries represent a significant public health problem causing death, disability, financial and psychological cost. 1 The WHO recognises the strong link between unintentional injuries and social deprivation, with more socially deprived groups, such as M aori, having the highest incidence of unintentional injuries. 2 Adult M aori (aged 15-64 years) in New Zealand have higher rates of hospitalisation (1788.0 per 100 000 compared to 1104.5 per 100 000; RR 1.62, 95% CI 1.59 to 1.65) and mortality (42.8 per 100 000 compared to 18.7 per 100 000; RR 2.29. 95% CI 2.05 to 2.56) than adult non-M aori due to unintentional injury. 3 Further, research by Mauri Ora Associates [ref. 4, p. 6] demonstrated that M aori are frequently unaware of the "services and benefits to which they are entitled" through the Accident Compensation Corporation (ACC) and have lower rates of access to health services, including ACC services, than non-M aori. M aori represent 14.6% of the total New Zealand population, and 11.6% of total ACC claims between 2004 and 2009 were from this ethnic group. 5 Strengths and limitations of this study ▪ Kaimahi (staff ) shared the perspectives or experiences of wh anau (family), but the evaluation did not involve the direct participation of wh anau who had completed home safety audits alongside kaimahi. ▪ Provider organisations that participated in this evaluation were selected by ACC, and it is possible that provider organisations not involved in the evaluation could have had different experiences that were not captured. ▪ While 'low or no cost' solutions used in this programme were identified as potentially highly cost-effective for ACC, a specific cost-benefit analysis was not carried out. ▪ Incomplete quantitative data meant that it was not possible to draw robust conclusions regarding the reach of the programme and also presented difficulties in being able to compare different patterns in the hazards identified across the Far North and South Auckland regions.
The home is the site in which the majority of injuries leading to ACC claims occur. 6 From 2014 to 2015, one in five people in South Auckland made a claim for an injury in the home. 6 South Auckland, including Manukau City, Franklin and Papakura Districts, has a population of 524 505, with one in six people being M aori. Northland, which includes the Far North, Whangerei and Kaipara Districts, has a population of 151 692, with one in three people being M aori. From 2014 to 2015, one in three people in Northland made a claim for an injury that occurred in their home. 6 Further, unintentional injuries are responsible for one out of three disabilities suffered by adult M aori. 7 Subsequently, prevention of injuries in the home is a key priority area for ACC and they are working to achieve effective injury prevention among wh anau and M aori communities through partnering with hapu/iwi and key M aori stakeholders ( please see online supplementary Appendix 1 for a glossary of M aori words). 'My Home is My Marae' is delivered in partnership with local M aori health, social or community services, in South Auckland and Far North communities.
'My Home is My Marae' was informed by M aori models of health and what is known to work for M aori from previous injury prevention initiatives and available literature. The approach aims to reduce the risk, incidence or severity of injury in the home among M aori communities by empowering wh anau with the knowledge and skills they need to identify hazards in their home environment, and to take continued action to minimise, isolate or eliminate hazards in their home. 'My Home is My Marae' aimed to work with the M aori working age population (25-64 years of age), who are known to be at most risk of a fall at home. 6 The approach also aimed to be inclusive of all wh anau, from tamariki to t unohunohu, who reside at the same whare of those in the working age population.
Over an 18 month period from November 2013 to June 2014, 14 'My Home is My Marae' trials were conducted across the South Auckland and the Far North regions. ACC engaged with local M aori providers of healthcare, education and social services to deliver the home safety intervention, as it was considered that there would be a greater chance of success with messages coming via established, trusted and local channels. After commitment from the providers was gained, kaimahi were trained by ACC's injury prevention consultants to conduct home safety audits. This training involved equipping kaimahi with the knowledge, skills and resources to capacitate wh anau to identify and reduce hazards that risk injury in the whare, through the implementation of 'low or no cost' solutions. 'Low or no cost solutions' included, for example, tidying up or reducing clutter such as shoes at the front or back door, tying electrical cables together, removing hazards from walkways in living spaces, moving poisonous household items out of the reach of young children and ensuring spills were cleaned up before anyone slipped. Using low or no cost solutions aimed to make addressing hazards in the home affordable for all wh anau.
Following training, kaimahi worked together with local wh anau to conduct the safety audits in their homes, to raise awareness of hazards in the home and to assist them in keeping their wh anau safe. This involved the use of standardised ACC collateral including home safety checklists and teaching aids. The main aspects that contributed to the home safety audit are depicted in figure 1. The approach also required that providers maintained wh anau engagement and follow-up by returning 1-year later to review what changes had been made.
After making small commitments to change in their whare, wh anau were provided with a safety product to assist them to further reduce injury risks such as mould/ lichen remover, rug grips/non-slip mats/shower mats/ bath mats, non-slip paint for outdoor steps, cable grips or cord winders, step ladders, latches for windows and cupboards, smoke alarms or handrails. In total, kaimahi from provider organisations visited a total of 646 whare housing 2897 individuals. In South Auckland, 404 whare housing a total of 1882 individuals were visited (mean=4.7 people per household), and in the Far North 242 whare housing a total of 1015 individuals were visited (mean=4.7 people per household). The original logic model for 'My Home is My Marae' is presented in figure 2 and depicts 'My Home is My Marae' resources ('inputs'), activities or deliverables and expected outcomes.
A Kaupapa M aori evaluation of the 'My Home is My Marae' trials was completed by Ko Awatea at Counties Manukau Health (Auckland, New Zealand). The evaluation focused on identifying critical success factors of the approach, and strengths and weaknesses of these trials in the context of what is known to work well for M aori in injury prevention, and M aori models of health and well-being. Kaupapa M aori theory-based evaluation and appreciative inquiry methodologies underpinned the evaluation. Appreciative inquiry methodology is a 'glass-half full' approach that looks at the best of what already exists, to provide a foundation for thinking about how things could be in an ideal situation. 8 The approach works on the principle that focussing on what is valued most allows rapid improvements to a situation to be made. With appreciative inquiry, the best aspects of the programme and how it functions are held uppermost in the minds of the evaluators. Kaupapa M aori evaluation approaches aim to normalise M aori worldviews, values, ways of doing things, customs and language across evaluation processes and outputs. 9 Importantly, they also must aim to make a positive difference among M aori communities. 10 Kerr 11 summarised principles of kaupapa M aori research applied throughout this evaluation including control, challenge, culture, connection, change and credibility. These principles were demonstrated in practice by committing to whakawhanaungatanga through p owhiri to start the evaluation, and throughout the evaluative process involving k orero, hui and written communication with providers. Throughout the evaluation, evaluators maintained an open door policy with all evaluation participants who were encouraged to share, clarify and raise concerns as they needed.
Evaluators travelled around South Auckland and Far North regions to ensure interviews could be conducted k anohi-ki-te-k anohi. Instead of having predetermined evaluation questioning, kaik orero led the discussion in the areas of most importance and relevance to their experience. Areas of discussion included, for instance, what was unique about the 'My Home is My Marae' approach, what worked and did not work well for wh anau, the success of the partnership approach with ACC and other organisations, their experience of programme resourcing and funding, their experience of co-constructing and then implementing trials and observed positive changes in communities brought about by the programme. Allowing kaik orero to lead and direct k orero was underpinned by our desire to value tino rangatiratanga -allowing kaik orero to exercise control over relevant discussion areas and interview procedures. Mihimihi, whakawhanaungatanga, and kai were also an integral part of the interview process. Time was dedicated by the interview facilitator and kaik orero to accommodate for this before the k orero started. M aori interviewers, translators and writers enabled extensive use of te reo M aori throughout the interview and written outputs, while also ensuring M aori systems and values were normative in evaluation reporting. A Kaupapa M aori consultant assisted in the design and delivery of the evaluation throughout its duration, to contextualise and analyse provider activities and to provide a framework for the discussion of findings. Hui with evaluation participants provided an opportunity for them to challenge preliminary findings and further ensure that M aori values and priorities were at the fore of the evaluation.
A k orero record was translated (still using te reo M aori to capture cultural terms) and sent to each kaik orero to review, clarify, amend or share missed information, to ensure the record accurately reflected what they wished to communicate. This allowed time for participants to reflect on the k orero and add any information they felt was relevant. K orero records were thematically analysed with the aid of NVivo software applying an inductive process. Inductive thematic analysis is a widely applied method for the analysis of qualitative data that involves identifying underlying data-driven patterns or themes in narrative or written materials. 12 This process involved the evaluation team first familiarising themselves with the records through reading, and in discussion with the k orero facilitator, who offered valuable insights about the interview process, M aori worldviews and the areas of discussion that kaik orero were most passionate about. K orero records were then coded by one evaluator, and themes developed by three evaluators together with evaluation participants and others as detailed below.
We sought to make meaning from the many experiences and perspectives of kaik orero by forming patterns of 'truth'. 13 As provider experiences were community specific, there was not always consensus regarding what worked, what did not and what is the best way forward, and therefore finding consensus was not a focus of analyses. Potential themes were presented to representatives from all provider organisations, ACC's Community injury prevention consultants and ACC's senior research advisor in hui for review and critique. Feedback from this hui was then used to further define and refine key themes.
In addition to the knowledge gained through interviews, the evaluation was also informed by pre-existing information available in project documentation, including letters of agreement, project plans, an intervention logic model ( previous presented as figure 2 ) and existing monitoring and evaluation reports. These documents were provided by ACC and consisted largely of qualitative information. The review of documentation was used to assist in identifying to what extent delivery of the approach aligned with what is already known from the literature about what works best for M aori. The evaluative processes included reviewing the original logic model to assist ACC in updating the model. Logic model review findings are not included in this article.
Project documents provided by ACC to the evaluation team were also thematically analysed using a deductive or theory-driven process, whereby existing theoretical models were used to frame and interpret data. This enabled the evaluation team to determine how the 'My Home is My Marae' approach aligned with existing models of M aori healthcare, and expectations that M aori have of ACC.
Quantitative data were also provided by ACC in Excel documents, which detailed the number of whare visited, age of wh anau present during the home safety audit, total number of wh anau living in the home, hazards identified and solutions to hazards suggested. This was analysed through basic statistical analyses such as calculating the total number of whare visited, total number of wh anau included, total number of hazards identified and per cent of hazard types, locations and solutions applied.
RESULTS
Five critical success factors underpinning 'My Home is My Marae' were developed from analysis of the k orero: (1) Mana tangata, (2) man akitanga, (3) k anohi-ki-tek anohi, (4) capacity building for kaimahi, wh anau and providers and (5) 'low cost/ no cost' solutions to hazards in the home, which are discussed below.
Mana tangata and man akitanga
Across kaik orero, a powerful and consistent message emerged: the importance of having the right people at ACC and in the community to support and deliver 'My Home is My Marae'. Having the 'right' people facilitated (1) buy-in from provider organisations to deliver the programme in local communities, (2) engagement and credibility with local communities and (3) the integrity of a 'by and for M aori' approach to injury prevention. 'My Home is My Marae' was led by ACC's injury prevention consultants who are k anohi kitea and deeply respected by staff from provider organisations. Provider commitment to delivering the 'My Home is My Marae' programme was secured by these consultants as a direct result of the mana tangata, or reputation, respect and credibility, of these individuals in M aori communities.
The injury prevention consultants acted as key conduits between ACC and provider organisations, managing k orero between ACC and providers, delivering training and offering their commitment and support to kaimahi from provider organisations who delivered 'My Home is My Marae'. More importantly, however, the injury prevention consultants were well known and connected to local providers and communities in which the programme was delivered. As illustrated by the following quotes, for all providers, the mana tangata of the consultants-Hineamaru and Sandra-was pivotal in their decision to be a part of the journey in delivering 'My Home is My Marae':
The key is the relationships-and Hineamaru is the key for us and if it wasn't for Hineamaru then we wouldn't have taken part in this programme… ACC is lucky to have Hineamaru.
Everything we did we did through Sandra. Sandra was the conduit between ACC and us. We liked that it was Sandra, she was a great go to person, she understood us as M aori.
If it was anyone other than Sandra to come and speak to us we would have said 'no, it's not worth it'…Sandra is trusted by us and she completed the training which was absolutely vital, she came back to the marae and did extra training-so that's one-to-one going that extra distance. That person is accountable to her marae, her wh anau and to the [ provider organisation].
Kaik orero advocated that it is also vital to have "the right mix of providers and the right type of people chosen to go into the homes" to support wh anau engagement. As described by one kaik orero, the 'My Home is My Marae' approach works because "The relationships and partnerships with wh anau and community are at our level-they are ours."
Kaimahi observed a deep suspicion of government agencies among M aori communities, some of whom are "still fighting for the return of land-their distrust of government agencies [is high]." As such, ACC was not perceived by providers or wh anau as a socially or culturally appropriate vehicle for the delivery of messages about home safety to wh anau:
The perception of wh anau is that the main agenda of ACC is to get wh anau back into work after suffering injuries. Therefore, wh anau are resistant to a relationship with ACC, whereas wh anau have relationship with us as providers and as members of their community.
This distrust of ACC may also stem from poor previous experiences with claims processes 4 and meant that kaimahi had to take time for whakawhanaungatanga: meeting, connecting, explaining the kaupapa and assuring wh anau that kaimahi were there for the right reasons.
The providers enabled wh anau engagement because kaimahi were local M aori, carrying local knowledge, speaking the right language, were personally connected to wh anau through whakapapa and their residence in local communities and had the passion and integrity to deliver messages to wh anau in a way that is mana enhancing; showing wh anau that they are valued and cared for.
Kaimahi offered the programme unique characteristics that could not be replicated or reproduced directly by M aori who were not k anohi kitea, or by ACC as an organisation. These characteristics were man akitanga, local knowledge, community connection through whakapapa and local language:
If you don't know the wh anau then you will get the door shut in your face! So having the relationships and trust with our wh anau is important. We knew them through wh anau and social circles and that's why the programme was acceptable.
Kaimahi have to be skilled in engaging with our local people. You have to speak their language and be a local. They will ask if you are a local, and if you say no, then you will be lucky if they talk to you. They want a connection and we have had to work at building this connection for many years.
As providers we all have the passion so we thrived doing this programme.
K anohi-ki-te-k anohi A unique part of the 'My Home is My Marae' approach was that it took place in the whare of wh anau. This is a significant departure from previous approaches undertaken by ACC and providers and is fundamental to the approach being 'kaupapa M aori' as it allows for face-to-face engagement and whakawhanaungatanga with wh anau: "This is not just about the project, this is about creating conversations and talking with our people within the home."
While reflecting on how health or injury prevention messages were delivered to wh anau previously, one kaik orero commented that:
[Before] it was health promotion stuff, standing at a sports event, handing out panui, having w ananga. Wh anau will be picky and come and not retain anything at all. It wasn't very effective. It was a waste of resources. You never really had the opportunity to engage with the wh anau and see what it actually looked like at their whare. Pamphlets were only given-that's what it used to be like.
In contrast, 'My Home is My Marae' gave kaimahi the opportunity to engage with wh anau more meaningfully k anohi-ki-te-k anohi in their whare. Kaimahi were grateful for and humbled by this opportunity and recognised the value in connecting with wh anau to create opportunities for further work in promoting their health and well-being:
The project gave us a reason to go into the homes and meet with wh anau. We cannot just go into the homes and look around and inspect as this is disrespectful. This project has enabled us to go into the homes and talk with our [wh anau] and say we are doing this project, [we need] your help and this is the understanding of this project and why we are here.
However, not all wh anau were receptive to the face-to-face approach within their whare. Some required assurance from kaimahi or preferred to engage within different community settings beyond the home such as the marae. Reportedly, however, k anohi-ki-te-k anohi was generally of preference to wh anau and was particularly advantageous when engaging with wh anau who needed assistance to complete surveys or checklists. The approach was also of particular value to wh anau when someone close to them had experienced an injury in the past:
The wh anau enjoyed having us in their whare and were open to the project due to someone in their wh anau (especially their kaumatua) having a fall. The k orero was the wh anau were extremely grateful to have this opportunity because the dangers or the awareness of dangers in the home have been looked at for their homes.
K anohi-ki-te-k anohi repeatedly allowed for (1) kaimahi and provider organisations to better engage and connect with wh anau, (2) kaimahi to develop a deeper understanding of the circumstances, home safety hazards and other health issues occurring in the homes of wh anau and subsequently to (3) be more responsive to the unique needs and circumstances of wh anau, and to hazards in the home (increased responsiveness).
Capacity building for kaimahi and wh anau Building capacity among kaimahi and wh anau was a key strength of the 'My Home is My Marae' approach and has occurred in two key ways: increasing the capacity of kaimahi through a train-the-trainer or tuakana-teina approach to training; and empowering wh anau to address hazards through changes in their knowledge about hazards in the home.
Training was delivered to kaimahi to complete home safety audits collaboratively with wh anau. Kaik orero indicated that training was highly valuable in providing kaimahi with the knowledge they needed. During the training, kaimahi "looked at the principles of the programme and had to familiarise ourselves with its resources. We also had to become competent and confident within ourselves and the kaupapa first." This illustrates the professional and spiritual journey kaimahi took to learn and apply their new knowledge to make homes a safer place for wh anau. The spiritual aspects of their work became more pronounced as kaimahi entered the homes of wh anau and became aware of the many hazards and other challenges wh anau may encounter in their daily lives. Observing poverty was something that kaimahi carried spiritually as they sought to support and empower wh anau with needs that often fell beyond the scope and resources of 'My Home is My Marae'.
The tuakana-teina model supports sustainability of the 'My Home is My Marae' approach not only by equipping kaimahi with knowledge around reducing hazards in the home, but also by building leadership and capacity among wh anau and rangatahi. As explained by one kaik orero:
The good thing about it is that we are not only talking about the awareness with just the mothers and fathers, it's with the kids-the mokopuna, koroua, and kuia. So this has shown the togetherness and connectedness of the wh anau and it has created a wider awareness and a greater involvement of the dangers within the home.
Observing the impact their work had on wh anau was inspiring for kaimahi. Although measurement of changes in knowledge or awareness among wh anau was out of scope of this evaluation, kaimahi reported observing that the approach created awareness among wh anau about hazards in the home:
Wh anau didn't realise the potential consequences of the hazards in their homes because it had never been explained to them. They never thought about hazards because it is the 'norm' in wh anau homes (that is, it is normal to have these 'hazards' in the home as they are not perceived nor recognised as hazards). So this programme was great in that sense that it explained what hazards are and created this awareness for wh anau. It was an eye opener for wh anau about potential hazards in their homes.
The upskilling of wh anau promoted tino rangatiratanga in protecting whakapapa. This capacity building of wh anau also meant that the providers could "call on wh anau that we already have engaged to do the mahi and be facilitators of the programme. They are applying this teaching and these practices within their homes." The approach aimed to be inclusive of all wh anau members, from tamariki to t unohunohu, who could take action to minimise, eliminate, isolate or reduce hazards.
'Low or no cost' solutions to hazards in the home 'My Home is My Marae' is predicated on implementing 'low or no cost' solutions to hazards in the home. Comments from wh anau captured in project documentation stated that "financial costs were the greatest barrier to change" (Tamaki Makaurau M aori Women's Welfare League, 2016). The ability for wh anau to reduce hazards in their home with little or no financial cost was a key strength of this approach, particularly when addressing hazards in low-income households.
Hazard auditing in Far North whare showed that 76% of the hazards identified and recorded in the whare of wh anau could be resolved through 'low or no cost' solutions (368 of 481 hazards). 23% of the hazards encountered could not be resolved through low or no cost solutions (113 hazards). These unresolved hazards required a high-cost solution such as plumbing and electrical work (16% or 79 of 481 hazards), other unspecified solutions (6% or 30 of 481 hazards) or had no solution identified (1% or 4 of 481 hazards). Unfortunately, these data were not available for South Auckland.
DISCUSSION
This evaluation explored critical success factors of ACC's 'My Home is My Marae' injury prevention approach and identified mana tangata and man akitanga, k anohi-ki-te-k anohi, capacity building and the implementation of 'low or no cost' solutions as integral to the approach and engagement of wh anau and/or M aori communities. The evaluation also aimed to understand these factors in the context of what is known to work well for M aori in injury prevention, and M aori models of health and well-being.
Having the 'right people' to support and deliver 'My Home is My Marae' extended from strong M aori leadership at ACC who facilitated buy-in from provider organisations, to frontline staff who were locally informed, present and connected. As trainers, advocates and key conduits between ACC and M aori providers, M aori leaders at ACC are a key support system for kaimahi. Coggan et al 14 emphasise the importance of strong M aori support networks and cultural competency of project co-ordinators. Their evaluation of the Waitakere Community Injury Prevention Project highlighted the pivotal role the M aori Coordinator played in building strong support networks for the project at the local marae. The current evaluation showed that without key M aori representation at ACC, providers would have been reluctant to participate. The networks, relationships and trust that the injury prevention consultants were able to leverage to secure provider involvement in 'My Home is My Marae' were a key strength of this approach. However, this same strength also presents a challenge for the future growth of 'My Home is My Marae'. Increased M aori representation at ACC is needed to enable succession planning, growth and increased sustainability of the approach.
Beyond M aori leadership, kaimahi-equipped with their care and passion for communities, and local knowledge, language and connection-delivered home safety messages with credibility. A previous evaluation of the Ng ati Porou Community Injury Prevention Project highlighted the importance of staff having strong community ties. 15 The project involved working with a rural M aori community in the North Island to deliver road safety campaigns, alcohol and drug programmes and family violence initiatives. It connected with M aori (k anohi-ki-te-k anohi) in hui at various local settings such as marae, M aori immersion schools and sports clubs and achieved a significant increase in awareness of injury prevention among participating wh anau: ( pre 17% and post 25%, p>0.05). Post-intervention, wh anau were more likely to agree that alcohol-related injuries are preventable ( pre 2%, post 10%). Evaluators positioned the establishment of strong community ties as pivotal to the project's success. 15 Through local M aori providers, the delivery of home safety messages for 'My Home is My Marae' reflects a 'for and by M aori' approach that enhances wh anau engagement and importantly assists in (re)building ACC's relationship and reputation with M aori communities. This is particularly significant given the distrust of ACC among M aori communities. 4 A systematic review by Klassen et al 16 showed that injury prevention programmes are generally more effective when they are tailored to address unique community characteristics, such as ethnicity and socioeconomic status. The 'My Home is My Marae' approach achieves this through localisation of M aori providers with strong community ties, but provides nationally standardised ACC resources (eg, checklist and teaching aids). This evaluation identified an opportunity for injury prevention initiatives to authorise tailoring of resources to address unique community needs, effectively (1) increasing provider autonomy to develop or amend resources, and further (2) supporting increased visibility of provider organisations (eg, through incorporation of provider organisation branding).
Brewin and Coggan 15 also attributed the success of the Ng ati Porou Community Injury Prevention programme to how the project addressed M aori aspirations. While 'My Home is My Marae' creates strong community ties through the contracting of frontline delivery to local M aori providers, the approach fails to connect with/ address higher level M aori aspirations for improved wellbeing and reduced health inequities experienced by M aori communities. A focus on 'low or no cost' solutions enables wh anau to address minor household hazards in an affordable way. However, broader social causes impacting the state of housing and health and well-being of wh anau are not addressed within the scope and resources for 'My Home is My Marae'. Observations of poverty and poor housing states experienced by some wh anau are carried on the wairua of kaimahi whom, beyond their contracted roles, continue to act as advocates for wh anau to have high costs hazards and/or substandard housing addressed. Typically, this requires the attention and involvement of stakeholders outside the wh anau (such as landlords) and support for wh anau to navigate government agencies.
Through home safety auditing, kaimahi aimed to increase wh anau knowledge of hazards in their whare so that these can be effectively reduced, isolated or eliminated ('capacity building'). This multifaceted approach to intervention addresses behavioural (knowledge and awareness of wh anau to reduce or eliminate hazards) and environmental (changes made in whare) dimensions. This reflects, to some extent, a more holistic approach to health that better aligns with M aori approaches and understandings of health and wellbeing. Towner and Doswell's research 1 was not specific to wh anau, but highlighted the importance of stimulating cultural change through a mix of environmental and behavioural intervention for injury prevention. That is, community-based injury prevention efforts should aim to create/build knowledge, but also act on knowledge or create environmental changes. A New Zealand study 17 that measured falls at home requiring medical treatment ( per person, per year) attributed environmental changes in homes, including the fastening of "handrails along outside steps and internal stairs, grab rails for bathrooms, outside lighting, edging for outside steps, and slip-resistant surfacing for outside areas such as decks and porches" ( p. 231), to a 26% reduction in the rate of injuries caused by falls at home per year.
Cherrington and Masters 18 provided a review of M aori models of health in previous work prepared for injury prevention at ACC and identified three models-Te Whare Tapa Wh a, Ng a Pou Mana and Te Wheke-which are regarded as emulating tikanga practices. Cherrington and Masters identified common features of models and frameworks to be a focus on holistic approaches and "acknowledgement of wairuatanga (spirituality) and wh anau (family)" [ref. 18, p. 2] . Drawing from these M aori models of health, 'My Home is My Marae' takes a preventative approach that is wh anau inclusive (reflecting the hauora of the wh anau), wh anau empowering (improving knowledge and awareness of wh anau to reduce, eliminate or isolate hazards in their whare), environmental (making changes in the homete oa turoa) and physical (reducing the risk or incidence and/or severity of injury in the home-te taha tinana). The aim of empowering and motivating wh anau is particularly aligned to dimensions of te taha wh anau (family well-being) and whanaungatanga (the extended wh anau and social interactions).
From previous research, we concluded that the 'My Home is My Marae' approach aligns well with what is known to work for M aori in injury prevention for several aspects including leveraging strong community ties, being whanau inclusive, creating and sharing awareness/knowledge, maintaining strong M aori leadership and delivering a multifaceted intervention which simultaneously addresses environmental and behavioural dimensions (educating and acting). Key challenges and opportunities for the future development of 'My Home is My Marae' identified in this article include increased M aori leadership at ACC, resourcing to address Maori aspirations of 'My Home is My Marae' and tailoring of resources to address unique community needs.
There were some limitations to our Kaupapa M aori evaluation of 'My Home is My Marae' trials. In many instances, kaimahi shared the perspectives or experiences of wh anau, but the evaluation did not involve the direct participation of wh anau who had completed home safety audits alongside kaimahi. In addition, provider organisations that participated in this evaluation were selected by ACC and it is possible that provider organisations not involved in the evaluation could have had different experiences that were not captured. While low or no cost solutions used in this programme were identified as potentially highly cost-effective for ACC, a specific costbenefit analysis was not carried out-this may be a direction for future research. Finally, incomplete quantitative data in Excel spreadsheets meant that it was not possible to draw robust conclusions regarding the reach of the programme and also presented difficulties in being able to compare different patterns in the hazards identified across Far North and South Auckland regions.
CONCLUSIONS 'My Home is My Marae' is a multifaceted approach to intervention that addresses behavioural (knowledge and awareness of wh anau to reduce or eliminate hazards) and environmental (changes made in whare) dimensions. The M aori leadership and mana tangata of ACC's injury prevention consultants acting as conduits between ACC and provider organisations, and securing provider's engagement, were key strategic factors for success. Programme delivery by local M aori organisations provided the opportunity to integrate injury prevention in other health promotion activities by these organisations; facilitating a holistic rather than isolated response to wh anau needs.
'My Home is My Marae' reflects a holistic approach to injury prevention which (to varying extents) aligns with M aori tikanga and M aori models of health and wellbeing-specifically in that the approach is wh anau inclusive (reflecting the hauora of the wh anau), wh anau empowering (improving knowledge and awareness of wh anau to reduce, eliminate or isolate hazards in their whare), environmental (making changes in the homete oa turoa) and physical (reducing the risk or incidence and/or severity of injury in the home-te taha tinana). Injury prevention or health promotion approaches that seek to engage with wh anau and/or M aori communities would benefit from realising critical success factors of 'My Home is My Marae'.
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